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EXECUTIVE SUMMARY

Background

Malaria poses a challenge to public health and
socioeconomic development in Africa, where 85%
of the world’s total malaria clinical cases and 90%
of the world’s malaria deaths occur, with children
under five and pregnant women the most
vulnerable. In Zambia, malaria is the primary cause
of illness and death among all age groups. Thus,
the Government of Zambia has launched a
comprehensive malaria control program, managed
initially by the Tropical Diseases Research Centre
(TDRC) and, more recently, by the National
Malaria Control Programme (NMCP). The USAID
Mission in Zambia also provides support through
the USAID Global Bureau’s Africa Integrated
Malaria Initiative (AIMI) and other projects,
including the Environmental Health Project
(EHP).

The activity described in this report
developed and implemented a behavior change
communication strategy that took advantage of
available USAID-sponsored research, and linked
and supported efforts by different organizations to
strengthen service delivery, care-seeking behavior,
and bednet promotion and sales. As part of this
strategy, USAID/Zambia requested EHP to assist
in developing malaria-specific information,
education and communication (IEC)/behavior
change materials for use initially in three Zambian
districts--all located in Eastern Province--that had
been targeted for accelerated malaria-control
activities.

The desired outcomes for the three targeted
Eastern Province districts were to strengthen the
management of fever at health-care facilities,
strengthen the management of fever at home, and
promote the use of insecticide-treated bednets in
households. The resulting project became known
as the Eastern Province Integrated Malaria
Initiative (EPIMI). Two additional malaria
initiatives, or “IMlIs,” are also underway: the
Luapula Province Integrated Malaria Initiative in
Samfya, sponsored by UNICEF; and the
Copperbelt Province Initiative in Kitwe.

Goals and Development

The five-year targets of EPIMI and other malaria
initiatives in Zambia are to reduce by 35% the
number of cases of uncomplicated malaria among
children under five and to reduce by 45% the
number of cases of severe malaria among under-
fives. The goals of this behavior change
communication strategy are to encourage the
performance of malaria prevention and treatment
behaviors by the people of Eastern Province and
by health-care workers, and to increase recognition
and understanding of the health benefits of regular
practice of these behaviors. The strategy also
seeks to improve the training and supervision of
health workers, the marketing of insecticide-
treated bednets, the mobilization of communities,
and the appropriate use of antimalarial drugs.

Design of the behavior change communication
strategy in the Eastern Province began with a
review of sociological, anthropological, and
epidemiological research on malaria prevention
and treatment, some of which EPIMI
commissioned. Social scientists and malaria
epidemiologists from the U.S. Centers for Disease
Control and Prevention and USAID convened for
a one-day meeting in Washington, D.C., in June
1998 to review results of research conducted in
the Eastern Province regarding care-seeking
behaviors, home fever management, attitudes and
practices about the use of bednets, and malaria
treatment protocols. Based on the discussions at
this meeting, the most effective yet feasible
malaria prevention and control strategies were
suggested for subsequent discussions in Zambia
with experts from TDRC, NMCP, and the
Zambian Central Board of Health (CBoH).

The most significant development in the
EPIMI communication strategy was to move from
IEC toward a strategy that supports behavior
change and maintenance rather than the
dissemination of more information about health-
care practices. A few behaviors related to malaria
prevention and treatment were chosen and a set of
simple, consistent “core” messages was developed
to serve as the basis for all communication
content. The strategy also identified the target
population’s motivations for adopting the desired
behaviors and found that many nonhealth benefits,
such as a sound night of sleep when using a



bednet, were motivating factors.

The strongest aspect of this communication
strategy is the relationship between the training of
health-care workers and the communication
program. The most problematic link is the
independent marketing of insecticide-treated
bednets by the Society for Family Health (SFH) in
Lusaka, a practice that can lead to inconsistent
messages directed at target audiences about the
use of bednets. A second problem is the
unreliable supply of antimalarial drugs.

Elements of the Behavior Change
Communication Strategy

This strategy developed in three phases. First,
key behaviors were identified for family, clan, and
individuals, and for health-care workers, and IEC
specialists developed core messages. Second,
communications materials were developed and
distributed, including 2,000 pamphlets about
malaria and 2,000 about bednet use, 500 posters
about treating children for malaria, and 500
illustrating bednet use; a local drama troop created
a performance about bednet purchase and use; a
mobile video unit was used to promote bednet
use; and a public address unit mounted on a
project vehicle broadcast messages. Third, the
Zambia Malaria Control Programme drafted a
comprehensive monitoring and evaluation plan for
use by EPIMI and other IMIs. The communication
strategy was modified when the results of
monitoring and evaluation indicated the need to
change the materials and also as the strategy
focused more on changing specific behaviors.

An evaluation of the initial strategy revealed
that the initiative against malaria was perceived
primarily as a bednet launch; training of health-
care workers was inconsistent; confusion existed
about the properties of PowerChem, the
insecticide used on bednets; chloroquine (CQ)
dosage information was inconsistent and too
technical; and the treatment of pregnant women
with intermittent chemoprophylaxis had not been
approved in Zambia. The communication strategy
was thus revised, eliminating the posters and some
of the pamphlets. Two new communication
materials were developed, including a CQ dosage
chart and a pamphlet to encourage the combined
use of bednets and CQ treatment.

Success Factors and Sustainability

The key to sustainable malaria prevention and
control initiatives is the observable and
measurable effectiveness of the selected health
interventions, namely, the appropriate use of
insecticide-treated bednets and the appropriate
treatment of malaria cases with CQ. The following
additional factors were critical to the success of
EPIMI’s health behavior change strategy:

C Conducting qualitative and quantitative
research early in the life of the initiative and
incorporating the results into program
planning

C Selecting the most efficacious health-care
interventions

C Selecting the most critical behaviors to be
encouraged

C Identifying and using the motivations of the
target populations

C Using community health-care workers,
neighborhood health committee members, and
health facility nurses as the principal channels
of communication

C Taking a systems approach which actively
integrates all components of the initiative
through the use of consistant health messages

C Adopting a comprehensive monitoring and
evaluation plan.

Potential Next Steps

For an integrated malaria initiative to succeed, a
number of barriers must be addressed.

C  The availability and policy problems inhibiting
the supply of CQ and
sulfadoxine/pyrimethamine must be resolved.

C  Stronger partnering between IMlIs is needed to
improve message consistency and increase the
use of bednets.

C  The use of mass media, especially radio,
should be improved, as should the training of
health-care workers.

C Bednet sales and use can be improved by
intensive marketing between May and August
when rural people have cash available.

C  Marketing must focus on both the health and
nonhealth benefits that motivate people to buy
and use bednets.
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BACKGROUND

Malaria poses a significant challenge to public
health and socioeconomic development in Africa.
Africa currently accounts for 85% of the world’s
total malaria clinical cases and 90% of the world’s
malaria deaths, with infants, young children, and
pregnant women being especially vulnerable.
Over the coming years, it is estimated that the
region will experience a 7% to 20% annual
increase in malaria-related deaths and cases of
severe illness.

Malaria is also one of four components of the
new infectious disease strategy launched by the
U.S. Agency for International Development
(USAID). (The other three are antimicrobial
resistance, tuberculosis, and surveillance.)
USAID'’s objectives for the malaria component
include expanded application of proven
interventions in targeted countries to prevent and
control malaria in children and pregnant women at
the household level and in health care facilities.
Specifically, the objectives include the following:

C Improved management of pediatric fever and
anemia, by health-care workers at health-care
facilities and by community providers,
mothers, and other caretakers in the home;

C Improved access to and demand for malaria
prevention and treatment for pregnant women;

C Increased demand for, access to, and
appropriate use of affordable insecticide-
treated materials; and

C Improved management of antimalarial drugs as
reflected in revised national drug policies,
training of health-care workers, drug
distribution/logistics, and quality of services
provided by public/private-sector providers
and caretakers.

All the above objectives have information,
education, and communication (IEC)/behavioral
change aspects, and, to be most effective, the
content of these aspects should be consistent
across the various sectors and organizations
involved in implementing malaria-control
programs.

Malaria is of particular concern in Zambia,

where it constitutes the number-one killer among
all age groups. In response to this problem, the
Government of Zambia has launched a
comprehensive program of malaria-control
activities, to be managed by the Tropical Disease
Research Centre (TDRC), the implementing
agency responsible for malaria control in Zambia.
USAID/Zambia is supporting this effort, with
supplemental assistance from the USAID Global
Bureau’s Africa Integrated Malaria Initiative
(AIMI) and several USAID cooperating agencies,
including the Environmental Health Project
(EHP).

Prior to this activity, USAID had sponsored
(via EHP) some very important field operations
research on several malaria control topics,
including evidence of chloroquine resistance;
care-seeking behaviors related to fevers; and
knowledge, attitudes, and practices regarding the
use of bednets for malaria prevention.
Considerable information was available but had
not been assembled and systematically applied to
an IEC/behavior change strategy. The activity
described in this report provided the opportunity
to develop and implement an integrated
IEC/behavioral change strategy that takes
advantage of the available research, and that links
and supports efforts by different organizations to
strengthen service delivery, care-seeking behavior,
and bednet promotion and sales.

In May 1998, as part of this strategy,
USAID/Zambia requested EHP to assist in
developing malaria-specific IEC/behavior change
materials for use initially in three Zambian districts
targeted for accelerated malaria-control activities:
Chipata, Lundazi, and Chama (all in Eastern
Province), and, potentially, for later use in Kitwe
(Copperbelt Province) and Samfya (Luapula
Province).

The materials are intended to support
community-based early care-seeking, appropriate
use of the antimalarial drugs chloroquine and
Fansidar, appropriate use of treated bednets and
insecticides for their retreatment, and, eventually,
chemoprophylaxis of pregnant women. EHP



closely collaborated with many stakeholders in the
conduct of this activity, including TDRC; the
Zambian Central Board of Health (CBoH); the
local organization, Society for Family Health; and
USAID’s Basic Support for Institutionalizing Child
Survival (BASICS) Project.

The development of IEC/behavior change
materials for Eastern Province in particular was
the subject of a strategy development workshop
held March 23-25, 1998, in Chipata. Sixty-seven
people attended the workshop, which included
presentations on research findings and discussions
regarding malaria treatment and prevention. At the
conclusion of the workshop, representatives of the
three targeted Eastern Province districts presented
the following desired outcomes, agreed upon at
the workshop:

1. Strengthening the management of fever at
health-care facilities,

2. Strengthening the management of fever at
home, and

3. Promoting the use of insecticide-treated
bednets in households.

Each of these outcomes requires behavior
change and preparation of integrated IEC
materials. CBoH was designated as the lead
organization for the development of such materials
and formed the Integrated IEC Materials
Committee to oversee the process.

Another activity, also discussed at the March
workshop, was the launch of a pilot bednet
marketing program through the USAID-sponsored
Society for Family Health (SFH) to be associated
with six health-care centers in Eastern Province,
four in the Lundazi District and two in the Chipata
District. An additional component of the overall
malaria-control strategy discussed at the workshop
was a technical implementation team, to be located
in Chipata under the auspices of TDRC. The team
was envisioned to consist of an overall
coordinator, an IEC specialist, a training specialist,

and a sales and marketing specialist. Together,
these activities and components made up the
Eastern Province Integrated Malaria Initiative
(EPIMI).

In addition to EPIMI, there are two other
such malaria initiatives, or “IMIs,” in different
stages of development in Zambia. One is the
Luapula Province Integrated Malaria Initiative
(LIMI), operating primarily in Samfya, which
UNICEF has sponsored for several years. The
focus of LIMI has been a bednet program with
some activities in health-care facilities. Behavior
change has not been a major focus in LIMI until
recently. The second initiative is the Copperbelt
Province Integrated Malaria Initiative (CIMI),
focused primarily in Kitwe. CIMI is in the early
planning stages and is currently the least
developed of the three initiatives.

Finally, the CBoH has recently decided to
transfer responsibility for malaria control to a
National Malaria Control Program (NMCP), to be
housed in Lusaka. Apparently, the transition from
TDRC to the NMPC is underway as of this writing
(early 1999).

In summary, the context in which EHP began
this activity included the following:

C Considerable information was available on
local knowledge and practices related to
malaria control.

C Interest in IEC/behavior change efforts and
materials was high, but few materials had been
developed and integration had not been
attempted.

C There was a need for rapid action due to the
impending launch of a pilot bednet sales and
distribution program.

Although EHP’s technical assistance has
initially focused on Eastern Province, it is
expected to have much wider applicability once
the IEC materials are operationalized and pilot
tested in the province.






GOALS AND DEVELOPMENT OF THE
BEHAVIOR CHANGE COMMUNICATION

STRATEGY

This chapter describes the steps taken to develop
an effective behavior change communication
(BCC) strategy for the Eastern Province Integrated
Malaria Initiative (EPIMI). It also describes the
communication materials available as of June 1998
and explains the ways in which they were changed
as the strategy was developed during the rest of
the year.

The overall goals of the BCC strategy,
described in more detail in Section 2.1, are

C To encourage the performance of specific
malaria prevention and treatment behaviors by
community members and health-care workers,
and

C To increase recognition and understanding of
the health benefits of regular practice of these
behaviors.

The basic steps in the development of a BCC
strategy in the Eastern Province of Zambia are
likely to be very similar for malaria prevention and
control efforts elsewhere in Africa. To fully
develop and integrate the BCC efforts into a
comprehensive malaria prevention and program,
the following steps are usually necessary:

1. Review the available local studies data
pertinent to malaria prevention, such as care-
seeking behavior and practices for febrile
illness and KAPB information related to the
use of bednets.

2. Discuss available malaria-prevention and -
treatment technologies with experts.

3. Focus on encouraging specific behaviors,
rather than simply on disseminating
information and increasing knowledge.

4. Select a few key behaviors that will reduce
the incidence of malaria.

5. Create a set of “core” messages that will be
used as basis of communication content.

6. Adopt a behavior change model to identify
and respond to behavior change stages.

7. ldentify and use people’s motivations for

adopting desired behaviors.

8. Pilot-test the initial communication materials,
the behaviors, and related activities.

9. Encourage tighter integration between
components, to link the public sector (clinic
and hospital treatment and drug supply),
community health workers, and the private
sector (bednet sellers and pharmacists).

10. Include monitoring and evaluation
techniques as a basis for program adjustments
over time.

These steps were followed in building the EPIMI
program, as described in Section 2.2.

The most significant development in the
EPIMI communication strategy was to move from
information, education, and communication (IEC)
toward a communication strategy focused primarily
on encouraging the adoption of a very limited
number of specific, efficacious behaviors to
reduce the incidence of malaria and improve the
effectiveness of treatment.

As the name suggests, IEC pertaining to
health usually places primary emphasis on the
dissemination of information and on the education
of people about their health. The success of IEC
rests on the expectation that “good” health
behavior will be practiced by people who become
educated about their health. The results from
IEC, frankly, have been very disappointing.
Improvement in health status often does not
follow as a result of increased knowledge about
health. Awareness levels and knowledge gains do
occur, but health behavior in too many instances
does not change in useful directions. It is health
behavior, and only behavior, that leads to improvements in
health status. Awareness and knowledge are necessary, but
usually insufficient by themselves.

To combat the disappointing results of 1EC,
health communication specialists in the past 20
years have radically changed the way they go
about their work. Today, rather than disseminate a
large amount of information on many topics, these
specialists focus their attention on only a few



behaviors that, if practiced accurately and
regularly, will noticeably improve health status.
Further, they search for motivational factors
among the target population and use them in
encouraging people to maintain “good” health-
related behaviors they already perform, to improve
the accuracy and regularity of familiar health
behaviors, to adopt new behaviors, and,
occasionally, to halt behaviors detrimental to
health.

2.1 Health Communication Goals

Zambia’s integrated malaria initiatives rest on the
belief that if carefully selected prevention and
treatment behaviors are widely adopted, illness
and death from malaria will be significantly
reduced. The five-year targets of the EPIMI (and
the other malaria initiatives in Kitwe and in Samfya
and other communities in Luapula Province) are
that the number of cases of uncomplicated malaria
among children under five will decrease 35%, and
for severe malaria, the number of cases among
under-fives will decrease 45%. These targets
were set and agreed to by all the representatives at
an Inter-District Meeting held in Chipata in
November 1998.

Two goals were developed for health
behavior change communication through this
activity.

(1) To encourage the performance of specific malaria
prevention and treatment behaviors by the people of
Eastern Province and by health-care workers.

The special target populations are children
under five and pregnant women, because of
their greater vulnerability to malaria. In
addition, people suffering from long-term
illnesses such as tuberculosis or HIV/AIDS,
whose general health condition and immune
systems have been compromised, are also a
special target population, although to date,
relatively less attention has been focused on
them. Health-care workers of interest include
those working in health-care facilities in the
public and private sectors, as well as a
relatively new cadre of community health
workers (CHWSs) and the members of
neighborhood health committees (NHCs) that
select and support them.

() To increase recognition and understanding of the
health benefits of regular practice of these specific
hehaviors.

Although these two goals are the heart of the
BCC strategy, the health communicators, with
the active support of the overall program
managers, also need to encourage and
facilitate the integration of the other major
components of the EPIMI—training and
supervision of health workers, the marketing
of insecticide-treated bednets, the mobilization
of communities through the community
partnership program, and the supply of
antimalarial drugs—with the communication
program. If any of these other components is
inconsistent with the behavioral advice, or if
any one of them fails to perform its functions
well, neither the communication program nor
the initiative itself will succeed.

2.2 Steps to Develop a
Communication Strategy

The EPIMI health communicators followed a
systematic process to develop and refine a BCC
strategy. The strategy rests on specific foundation
stones that have been proven to be effective and
essential to changing and maintaining desirable
health-related behaviors in large target
populations. These steps are reviewed in more
detail below.

2.2.1 Review the available local
studies

The researchers in Zambia and all of the written
research reports were consulted extensively
during the process of developing the BCC
strategy. In addition, existing data about the
incidence of malaria and the development of
resistance to chloroquine were consulted.

To its great credit, the EPIMI commissioned a
number of sociological and anthropological studies
of the social and economic contexts in which the
initiative would be undertaken. One of the very
first steps in improving the communication
strategy for the EPIMI was to gather the U.S.-
based social science researchers and malaria
epidemiologists for a two-day meeting in
Washington in June 1998 (Appendix A). One of



the purposes of the meeting was to have the
researchers apply their findings to the design of a
communication strategy. Questions explored in
the strategy’s design included the following:

C What did target populations already know (and
not know)?

C What, and how effective, were typical care-
seeking behaviors?

C  What were people already doing that was
appropriate for malaria prevention and
treatment? What did people understand to be
the cause or causes of malaria?

C  In what ways were current malaria-related
behaviors functional or dysfunctional?

C  What were health workers doing to combat
malaria, and how were they doing it?

C  What was the feasibility of buying and
sleeping under bednets in cultural and
economic terms in Eastern Province?

C What motivations did people have for
adopting the behaviors associated with
bednets and chloroquine (CQ) treatment?

Finally, special attention was paid to the
performance of health-care workers and their
handling of and attitudes toward patients at all
types of health facilities. Health-care workers
were intended to form a major element of the
communication strategy, with their responsibilities
to include handling, counseling, motivating, and
teaching people; selling nets; and providing drugs
to patients and caretakers of children with malaria.

The studies revea